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INTRODUCTION

Significant research advances have led to an improved understanding of effective treatthents an
interventions. This includes the development of demonstrated, effective interventions, commonly
referred to as evidendmsed practices (EBPs). In general, the term EvidBased Practices

refers to clinical treatments, preventive programs, or seprigetices that have been carefully
evaluated using rigorous research designs, and which have demonstrated effectiveness. The
availability of EBPs represents a real opport
effectiveness, while simultanedysmproving the lives opeopleand the communities in which

they live.

In partnership with the Louisiana Department of Healiffice of Behavioral Health and the
stateds many service providers and stadkehol de
Justice revised its behavioral health provider survey to focus on Medicaid and state contracted
providers foradults.The goal of thesurveywasto provide an inventory of existing services and
programs, the capacity of providers, and the perceptioneeflsrfrom the vantage point of
practitioners. This informatiorwas used to identify gaps in services and provide critical
understandingn orderto developa plan for the adoption and expansion of EBPs in our state. The
information collected will help tguide future planning and decision making around evidence

based practices.

SURVEY METHODS

Behavioral healthcarprovider practices were surveyed viavab-basednstrument The survey

was delivered to targeted participants identified ®BH, Louisiana Medicaid Managed Care
Organizations(MCOs), as well asRegional IGE contraced providers The instrument, the
fBehavioral HealttSy st em Tr eat ment Ser vi ces Instituteefort or y o,
Public Health and Justice at theuisiana State Univsity Health Sciences CenteBchool of

Public Health The survey is a webased survey using RERE. The survey is housed on

LSUHSC servers in New Orleans, Louisiana.

Activitiesfor thisregionaladministration of the survdyeganJanuary 2018with theactual survey
being distributed July 31and concludingAugust 15th2018 Provider lists received from the
L oui s fiva M@G0s,50BH, andstatecontracted providerwere mergedo removeduplicate
provider entries using unique NPI numbers. After clegqr®R43 providers were identifiedOf
theseprovidesé

1 24providers provided information that they were not taking Medicaid, did not receive state
contract money for services, and/or did not currently serveadiuét population being
targeted
2 providess refused to participate
443 wereinvalid email addresgi.e., were notdeliverablg, had incorrect email address
format, and/or were duplicated email addresses

= =4

Removing theabove listedproviders that said they did not service the adult population being
targeted resulted in an unduplicated lisB@19unique Medicaid providers identified from the
MCO lists. These are providers believed todmving Louisian@ adults The map belowsge
Graph A) showsthat, within a 15mile radius the highest concentation of those providers in
New Orleans,followed by Baton Rougeand Shreveport According to Louisiana Medicaid,
accessibility in rural areas is defined as and@ radius.Graph B shows a map defined lie
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30-mile parameters and suggests some levdiebfavioral health access is available throughout
the state. The type of provider and quadite not defined by these mapsus these graphs should
not be used to determine the adequacy of the provider network

GRAPH A:15mile AccesdDistribution ofMedicaid Behavioral Health
Service Providers ldentified by Louisiana MCOs 3219
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Note: Map generated using ArcGIS software to determine approximatetyild5
access for the distribution of provider services of Medigasdired adults (18 and
over) n the state of Louisiand.en to fifteen miles is described as accessible in
urban/suburban areas by Louisiana Medicaid standards.

Page3 of 28



GRAPH B 30-mile AccesDistribution of Medicaid Behavioral Health
Service Providers Identified by Louisiana MCOs 3)219)
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Note: Map generated using ArcGIS software to determine approximatetyl@0
access for the distribution of provider services of Mediasdired adults (18 and
over) in the state of Louisiana. Thirty miles is described as accessible in rurual areas
by Louisiana Medicaid standards.

Removing the 443 invalid email addresses and the two providers that refused to participate, left a
final sample of 2,774Louisiana providers for the survey. In addition to the provider survey,

the research team workedthdeidentified Louisiana Medicaid claims dataabnosis catgories

for adult Medicaid claims were analyzed to provide an estimate of the prevatérmerent
behavioral health issud®ingseenby providersat the state, region, and parish leRésluts of

both the Medicaid claims analysis and the provider survey are detailed below.

REPORT FORMAT

This report is organized faost describe Medicaid diagnasprevalence followed by the findings
of the provider survey. The provider survey findings resented biglentifying thequestiornthe
providers wereasked followed bya gragical depiction of the findingand awritten summary.
This is done for eackurveyquestion and presented at the state level of findinthge body of this
report Regioral findings are offered in the appendices
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STUDY FINDINGS

Medicaid Diagnosis Prevalence

Adult population and prevalence estimatesvi#dicaid servedehavioralhealthdisordersare

described imable 1 Medicaid data were provided from the state, viaalc | ai ms

consi

for the year 2017. Participangges ranged frori8 to 96years old Denied ¢aims and unpaid
encounterswere excluded. Disorders in the state datd represented primary diagnoses.
Prevalence in this table included all patiethiat were treated in only one region of Louisiana

(N=160133) in order to accurately portray regional data. This resulted in exclusion of 3,130
patients (accounting for 1.9% of the original dataset), who were treated in multiple regions.
Diagnosiscountswere then divided by the total number of adults enrolled in Medicaid (data taken

der

from December 2017 Medicaid Enrollment Report, LDH) in order to determine prevalence. Parish
data were combined in order to display regional data concRelyalence compason data were
obtained fromnational estimates presented in the DSNHandbook of Differential Diagnosis,
published by the American Psychiatric Asstion in 2013 the National Institute oMental
Health, updated in 201and the medical reference souftépToDated. Parish data havieeen
combined into state Regions as follows:

Region 1: Jefferson, Orleans, Plaquemines, St. Bernard

Region 2: Ascension, East Baton Rouge, East Feliciana, Iberville, Pointe Coupe, West
Baton Rouge, West Feliciana

Region 3:Assumption, Lafourche, St. Charles, St. James St. John, St. Mary, Terrebonne

Region 4: Acadia, Evangeline, Iberia, Lafayette, St. Landry, St. Martin, Vermilion

Region 5: Allen, Beauregard, Calcasieu, Cameron, Jefferson Davis

Region 6: Avoyelles, Catahoul@pncordia, Grant, Lasalle, Rapides, Vernon, Winn
Region 7: Bienville, Bossier, Caddo, Claiborne, Desoto, Natchitoches, Red River, Sabine,

Webster

Region 8: Caldwell, East Carroll, Franklin, Jackson, Lincoln, Madison, Morehouse,
Ouachita, Richland, TensaUnion, West Carroll

Region 9: Livingston, St. Helena, St. Tammany, Tangipahoa, Washington

Table 1: Prevalence Estimates for Medicaidrisured Adults with Mental Health Diagnoses

in 2017
Louisiana | Diagnostic Category Diagnosis LA Adult LA Adult
Region Category Population of | Prevalence Prevalence*
Frequency Medicaid
Enrollees
Region 1 | Substance Use Disorders 7679 197589 3.89% 8.5%
Schizophrenia/ Psychotic 4389 197589 2.22% 0.7%
disorders
Mood/Affective Disorders 15473 197589 7.83% 9.7%
Anxiety/Stress Disorders 10637 197589 5.38% 18.1%
Disorders associated with 495 197589 0.25% 10.0%
physiologic/physical stres
Personality Disorders 541 197589 0.27% 9.1%
Behavioral/emotional 2806 197589 1.42% 4.0%
disorders with usual
pediatric onset
Peripartum substance usg¢ 390 197589 0.20% 3.9%
disorders
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| Region 2 | Substance Use Disorders 4173 109132 3.82% 8.5%
Schizophrenia/ Psychotic 2234 109132 2.05% 0.7%
disorders
Mood/Affective Disorders 7929 109132 7.27% 9.7%
Anxiety/Stress Disorders 6011 109132 5.51% 18.1%
Disorders associated with 488 109132 0.45% 10.0%
physiologic/physical stres
Personality Disorders 272 109132 0.25% 9.1%
Behavioral/emotional 2116 109132 1.94% 4.0%
disorders with usual
pediatric onset
Peripartum substanceaus 195 109132 0.18% 3.9%
disorders

| Region 3 | Substance Use Disorders 3496 77953 4.49% 8.5%
Schizophrenia/ Psychotic 1440 77953 1.90% 0.7%
disorders
Mood/Affective Disorders 7859 77953 10.08% 9.7%
Anxiety/Stress Disorders 6001 77953 7.70% 18.1%
Disorders associated with 353 77953 0.45% 10.0%
physiologic/physical stres
Personality Disorders 153 77953 0.20% 9.1%
Behavioral/emotional 1243 77953 1.60% 4.0%
disorders with usual
pediatric onset
Peripartum substance use¢ 382 77953 0.49% 3.9%
disorders

| Region 4 | Substance Use Disorders 3976 120295 3.31% 8.5%
Schizophrenia/ Psychotic 2175 120295 1.81% 0.7%
disorders
Mood/Affective Disorders 11115 120295 9.24% 9.7%
Anxiety/Stress Disorders 9607 120295 7.99% 18.1%
Disorders associated with 501 120295 0.42% 10.0%
physiobgic/physical stresy
Personality Disorders 206 120295 0.17% 9.1%
Behavioral/emaotional 3520 120295 2.93% 4.0%
disorders with usual
pediatric onset
Peripartum substance usg 344 120295 0.29% 3.9%
disorders

| Region 5 | Substance UsBisorders 2277 52620 4.33% 8.5%
Schizophrenia/ Psychotic 1034 52620 1.97% 0.7%
disorders
Mood/Affective Disorders 5582 52620 10.61% 9.7%
Anxiety/Stress Disorders 4669 52620 8.87% 18.1%
Disorders associated with 165 5260 0.31% 10.0%
physiologic/physical stres
Personality Disorders 149 52620 0.28% 9.1%
Behavioral/emotional 1488 52620 2.83% 4.0%
disorders with usual
pediatric onset
Peripartum substance usg 120 52620 0.23% 3.9%
disorders

| Region 6 | Substance Use Disorders 2249 63264 3.56% 8.5%
Schizophrenia/ Psychotic 1076 63264 1.70% 0.7%
disorders
Mood/Affective Disorders 5300 63264 8.38% 9.7%
Anxiety/Stress Disorders 5235 63264 8.28% 18.1%
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Disorders associated with 163 63264 0.26% 10.0%
physiologic/physical stres
Personality Disorers 160 63264 0.25% 9.1%
Behavioral/emotional 1021 63264 1.61% 4.0%
disorders with usual
pediatric onset

Peripartum substance usg 112 63264 0.18% 3.9%
disorders

| Region 7 | Substance Use Disorders 3652 108705 3.36% 8.5%
Schizophrenia/ Psychotic 2131 108705 1.96% 0.7%
disorcers
Mood/Affective Disorders 8566 108705 7.88% 9.7%
Anxiety/Stress Disorders 5924 108705 5.45% 18.1%
Disorders associated with 279 108705 0.26% 10.0%
physiologic/physical stres
Personality Disorders 334 108705 0.31% 9.1%
Behavioral/emotional 1491 108705 1.37% 4.0%

disorders with usual
pediatric onset

Peripartum substance usg 115 108705 0.11% 3.9%
disorders

| Region 8 | Substance Use Disorders 2982 83102 3.59% 8.5%
Schizophrenia/ Psychotic 1464 83102 1.76% 0.7%
disorders
Mood/Affective Disorders 5945 83102 7.15% 9.7%
Anxiety/Stress Disorders 5492 83102 6.61% 18.1%
Disorders associated with 316 83102 0.380256 10.0%
physiologic/physical stres
Personality Disorders 264 83102 0.32% 9.1%
Behavioral/emotional 1492 83102 1.80% 4.0%

disorderswith usual
pediatric onset

Peripartum substance use 296 83102 0.36% 3.9%
disorders

| Region 9 | Substance Use Disorders 4394 95200 4.62% 8.5%
Schizophrenia/ Psychotic 1349 95200 1.42% 0.7%
disorders
Mood/Affective Disorders 8440 95200 8.87% 9.7%
Anxiety/Stress Disorders 7180 95200 7.54% 18.1%
Disorders associated with 403 95200 0.42% 10.0%
physiologic/physical stres
Personality Disorders 224 95200 0.24% 9.1%
Behavioral/emotional 2421 95200 2.54% 4.0%

disorders with usual
pediatric onset
Peripartum substance usg 203 95200 0.21% 3.9%
disorders
Note: National data estimatdeom the DSM5 Handbook of Differential Diagnosi€013-
https://doi.org/10.1176ppi.books.9780890425596.dsm)the Natonal Institute of Mental Health
(updated in 201)¢ https://www.nimh.nih.gov/health/statisticand the medical reference source
Uptodate https://www.uptodate.com/contents/substanseby-pregnarmwomen
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Maps

Each diagnostic category was examined individually in conjunction with parish data in order to
yield an owerall state median prevalence and interquartile range. This median was used to
categorize all parishes in the state in comparison to these reference values and was illustrated via
map form in order to clarify clusters of disease burden. Such areas magsbe» meed for
immediate assistanciational data were taken from estimates presented in the ®B&hdbook

of Differential Diagnosis, the National Institute of Mental Health, fvednedical reference source

AUp TaotDe . O

Substance Use Disorders

B Low prevalence; outliers

<25" percentile
25" 50" percentile
50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers

The Louisiana state median for diagnoses that were categorized as substance use disorders is
3.42% for adults 1§earsand older who are insured by Medicaid. The interquartile randfet¢25

75" percentile) is 3.01%3.96%. Patients with these conditions are relatively widely distributed,
although ®uthern Louisiana appears to have the highestadie burdenAccording to the
Diagnostic Statistical Manual Library and the National Institute of Mental Heai#HJS national
prevalence of substance use disorder is as high as 8.5%.
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Schizophrenia/ Psychotic disorders

B Low prevalence; outliers

<25" percentile
25" 50" percentile
50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers

The Louisiana state median for diagnoses that were categorized as schizophrenia/other psychotic
disorders is B4% for adults 1&earsand older who are insured by Medicaid. The interquartile
range (2% to 78" percentile) is 1.37%1.70%. Patients with these conditions appear to be spread
throughout the state, wikbmeregional clustering in the south aoeintal areaAccording to the
Diagnostic Statistical Manual Library and the National Institute of Mental Health, the US national
prevalence of schizophrenia and other psychotic disorders is as high as 0.7%.

Mood/Affective Disorders

B  Low prevalence; outliers

<25" percentile
25" 50" percentile
50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers

The Louisiana state median for diagnoses that were categorized as mood/affective disorders is
8.13% for adults 1§earsand older who are insured by Medicaid. The interquartile randfet¢25
75" percentile) is 7.04% 9.27%. Parishes with the highest prevalence are localized to the
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southisouttwest region of Louisianaccording to the Diagnostic Statistical Manuabtary and
the National Institute of Mental Health, the US national prevalence of mood/affective disorders is
as high as 9.7%f the adult population

Anxiety/Stress Disorders

B Low prevalence; outliers

<25" percentile
25"71 50" percentile
50" 75" percentile

>75" percentile, noroutliers
- High prevalence; outliers

The Louisiana state median for diagnoses that were categorized as anxiety/stress disorders is
7.25% for adults 1§earsand older who are insured by Medicaid. Thermtertile range (25to

75" percentile) is 5.97% 8.45%. Parishes with the highest prevalence are localized to the
southwestegion of Louisiana. According to the Diagnostic Statistical Manual Library, the US
national prevalence of anxiety/stress disosds asighas 11%n the adult populatiorAccording

to the National Institute of Mental Health, the US national prevalence of anxiety/stress disorders
is as high as 18.1%

Disorders associated with physiologic/physical stress

B Low prevalence; outliers

<25" percentile

25" 50" percentile

50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers
No data available

The Louisiana state median for diagnoses that were categorized as disorders associated with
physiologic/physical stress is 0.34% for adultsyg8@rsand older who are insured by Medicaid.
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The interquartile range (5o 75" percentile) is 0.27% 0.47%. Relative prevalence is well
distributed throughout the state. Data were not available fore@m parishAccording to the
Diagnostic Statistical Manual Library, the US national prevalence of disorders associated with
physiologic/psychologic stress is as high 9% of the adult populatian

Personality Disorders

B Low prevalence; outliers

<25" percentile

2511 50" percentile

50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers
No data available

The Louisiana state median for diagnoses that were categorized as personality disordéxs is 0.20
for adults 18yearsand older who are insured by Medicaid. The interquartile rang&t®35"
percentile) is 0.15%0.26%. Patients with these conditions are relatively localized to the western
border of the state. Data were not available for Canyeaideh. According to the National Institute

of Mental Health, the US national prevalence of personality disorders may be as high as 9.1%
the adult population

Behavioral/emotional disorders with usual pediatric onset

B Low prewlence; outliers

<25" percentile

25" 50" percentile

50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers
No data available
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The Louisiana state median for diagnoses that were categorized as behavioral/emotional
disorders wth typical pediatric onset is 1.83% for adultsyB&rsand older who are insured by
Medicaid. The interquartile range (28 73" percentile) is 1.43%2.57%. The highest relative
prevalence can be found in tbeuthwestegion of the state. Data wemet available for
Concorida parishAccording to the Diagnostic Statistical Manual Library, the US national
prevalence of behavioral/emotional disorders with usual pediatric m@sebe as high a&0%

in adult populations.

Peripartum substance use disalers

B Low prevalence; outliers

<25" percentile

25" 1 50" percentile

50" 75" percentile

>75" percentile, noroutliers
High prevalence; outliers
No data available

The Louisiana state median for diagnoses that were catedjagzeeripartum substance use
disorders is 0.20% for adults y@arsand older who are insured by Medicaid. The interquartile
range (2% to 75" percentile) is 0.12% 0.28%. Prevalence is relatively varied throughout the
state.Data were not available f&Claiborne parishAccording tothe medical reference source
UpToDate, national peripartum substance use disorder prevalence may be as high as 3.9%.

Pagel2 of 28



Provider Survey Findings

The surveywas distributed to a range of stakeholdetsntified as servingn some capacity a
function of the wide range of services offered as part of the continuum of behavioral health services
in LouisianaWith a33.8% completedresponse ratgrom those providers eligibldNE2,774 for

the 2018 email survey,937 Louisiana providers submitted completed information on 782
programs and servicess panni ng each oparisHeo Bummariesnod thase 6 4

provides 6 responses are included in this report

Note- Professionatervices and agency functiongyavidely in thebehavoral health systepso

the survey was designed so not all respondents were required to answer every question in each
sectionof the surveyTherefore, théollowing dataaresummarizedat the individuakurveyitem

level. Response rates and percentagesbased upon the number of providers answering a

guestion applicable to their particular area of service.

Programs and Services

Types of Organizations

Provi der s Whehoéthedddldwimglbest describgsur agency, organization or group
that implementsehavioral health program@sjselect all that applg)(n=937)

Chart 1: Agencies,organizations,and groups responing to the survey on

behavioral health program(s) in Louisiana
% Reporting

0 20 40 60 80 100

Outpatient Mental Health Tx —
Outpatient Substance Use T r——
Other m—
Adult services for child welfare
Private Non-Profit s
Health Clinic/Progran s
Inpatient Mental Health TX
Inpatient/Residential Substance Use T
Hospital s
State Government Agencyssa
Justice System (eg, Court, Law enforceme mis
Local Governing Entities (LGHm
Probation/Parole mm
Adult Education Programm
Detntion/Jail =
Residential Placement/Group Homens
Local Government Agencym

Type of Agency

The majority of programs described their agencyor organization that implemenigehavioral
healthservices folLouisianaadultsasi o ut pat i ent ment.@abeeGhatd). t h t r ea

Pagel3of 28



Parishes Served

Respondents were
asked to self e p dmr
which parish{es)is/are
your program®ffered?
(select all that apply)
(n=732

As illustrated inChart

2, providers responding
to this survey self
reported that their
serviceswere mog
frequently offered in
Orleans, East Baton
Rouge, Jefferson, and
Caddo Parishes

Allen, Beauregard,
Cameron, and Winn
Parisheswere

reported least served
This is consistent with
Graph A (the map of all
providers identified)
suggesting that the
survey repondents
reflect a well
distributed sample from
the entire group of
providers available

East Baton Rouge

St. John the Baptist

West Baton Rouge

Chart 2: Survey Respondents Serve What Parish(es)

o

20 40

Acadia
Allen
Ascension

60

Assumption
Avoyelles
Beauregard
Bienville
Bossier

80

100

Caddo

120

Calcasieu
Caldwell
Cameron
Catahoula
Claiborne
Concordia
DeSoto

140

East Carroll ——
East Feliciana m——
Evangeline m—
Franklin —
Grant =——
Iberia  n————s———
Iberville

Jackson m—
Jefferson

Jefferson Davis n—
LaSalle m—

Lafayette
Lafourche
Lincoln

Livingston
Madison
Morehouse
Natchitoches
Orleans

Ouachita

Plaquemines

Pointe Coupee m———

Rapides
Red River m——
Richland

Sabine m——
St. Bernard

St. Charles

St. Helena m—
St. James m—————

St. Landry

St. Martin - e——
St. Mary  ee—

St. Tammany

Tangipahoa
Tensas =—
Terrebonne m———
Union m—
Vermillion m—
Vernon e
Washington m—
Webster

West Carroll n—
West Feliciana
Winn  e—
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Evidencebasedand ResearckhasedPractices

Survey participants were asked if their identifietgrventiorfsyservice(s)r practicé€s) was/were
grounded in reseeh. Specifically, given definitions supplied in the sur#eyrespondents were
guestil®g the idtervenfion/servidgractice model considered to be an evideth@sed
practice oresearctbased practic® [74®=

Chart 3: % Programs/Services ProvidersSefort
as EBP

100
90
80
70
60
50
40
30
20
10

B EBP/Research= Not EBP

**An EBP is aprogram or practice thdas had multiple sifeandonized, controlled trials demonstrating that the
program or practice is effective for specific populatiohgesearckbasedpractice is one that has some published
research, demonstrating effectiveness, but does not meegiee empirical standard of an EBP.

Based on dampleo788progrdnys amsl services described by providess,over two-

thirds (70% / n=544) were self-reported aseither evidencebased(n=462)or researchbased
(n=82) and that there existsexternal, nationally published research supporting usageChart

3illustrates the division of thosself-reportingtheir serviceas evidencédased oresearckbased
andjustunderonethird (30% / n=189 describing themselves as neither

Quialities of Prgrams and Services

As a secondary measure, the survey asks a series of questions about certain components of
programs and services common in evidebased or promising behavioral health practices that

have been disseminated nationally. This afaronfirmation of the likelihood of an accurate self

report of evidencéased or promising Speci fically, respondents
intervention/servicel/lpractice being described
The answer optionsere:

Externally acquired treatment manual (i.e., replication of an existing model)

Internally developed treatment manual

Outcome monitoring

Process monitoring method and/or fidelity tracking procedures

Quality improvement process

External licensing fromgrent company
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Routine structured supervision

Standardized service delivery documentation procedures
Specific training for practice supervisors

Structured staff training on specific service/intervention methods
Writter/Standardizedraining curriculum

E

Chart 4: % Providers S&€gporting Quality Components

Written Training Curriculum I
Practice Specific Training for Stai
Practice Specific Training for Sup
Standardized Service Documentatio I
Structured Supervision I
External Licensing from Parent C (il
Quality Improvement Proces il
Process/Fidelity Monitoring I
Outcome Monitoring I
Internally Devel Tx Manua/ I
Acquired Tx Manua! I

%0 10 20 30 40 50 60 70 80 90 100

The proportion of providers (n=702) reporting using an externally acquired treatment
manual (36%); practice specific training for staff (56%); fidelity monitoring processes
(30%), etc. suggests that the number selfeporting to be an evidencebased or promising
practice is inflated. (SeeChart 4.)

Clinicians Trained and Delivering Services
Surveyrespondents/ere asked to report the number of gatctitioners trained tdeliver the

interventionservicethey were describing. Specifically, the sunaskedfi Wh at amber t he n
of staffpractitionerdrained to deliver th interventions/servicedn=773
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Chart 5: % of Clinical Staff Using EBPs or Promising Practices

m EBP/Research = Not EBP

Of the 8,196 staff who were described as trained to provide #82 services reported/4%
(n=6,037 staff were described to be deliveringan evidencebaseal or researchdriven or
promising practice. Additionally, providers were asked to identify the number of
staff/practitioners providing service, but not yet fietligined or certified to deliver the
service/practice.Providers reported 1297 (14% of the entire workforce described)
staff/practitioners not fully -trained and providing services, and 1097 of those were associated
with EBPs or research driven services (13% of the reported EBP workforcebeeChart 5,
illustrating thatjust over 1 in 4 staff may be delivering a service other than an EBP or
promising practice.

Organizations ranged in size from one to-tiheusand and fifynine providers delivering thee
selfreported services. Thaverage team size wa$ providers. Required ducation and/or
trainingcredential®of the providersleliveringservicesvas reportedn=604) as follows(providers
could select all that applied)

Bachel or 49 Degr ee:

Master 6s8Wwegr ee:

PhD/MD/Other Doctoral Degree: 34%

Specialty License’53%

Certificate: 20%

No Degree or SpecialtyRequired: 13%

Referral Sources

The survey asked promowhatsbece so these saveassiinterventons gt
their referrals{select all that apply) (n=773). The highest proportion of referraksported by
providers wergrom individuals/families(self-referrals), the community (e.g., other providers,
churches, etc.gndoutpatientmental health treatment cente@her was also oftealarified as
doctors office or primary care physician, gehé@spital, colleagues, internet/website, insurance
or MCO, wraparound, emergency roowWhen divided by whether the receiving service was an
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evidencebasedlesearckbased practice or not,referrals from outpatient mental health
treat ment a g eenrc@ere ghe laast dikelyfito tebeive an evidencéased or
researchbasedpractice. Most other referrals had almost an even likelihood obeingreferred

to an evidencebased orresearchbasedpractice as compared to not(SeeChart 6.)

Chart 6: Sources of Referrals
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Interventbns Targets / Populations of Focus

Providers were asked to describe the population th&rventions serveThe first of several
sur vey i Descnbe whatbshavioral health related issuesahace/ intervention targets
(check all that apply) (n=146) As described irChart 7, anger, anxiety, depressionmental
health problems and family relationship issues were the most commonly targeted issues of
p r o v i idtervergi@ns. Physical health,aing disordersandpublic safety risk were the Ist

targeted by the sample.
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Chart 7: % of Providers S&e€porting Targeting Behavioral
Health Related Issues
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0
Anger

Anxiety
Depression/Mood Dis O e < H——
Mental Health Prob]e n - | 5m——————————
Family Relationship 1SS U e Sm————
Grief and L 0SS 15—
Bipolar Dis Ol I |5
Implulse Control 1SS U e X
Social/Peer | U e S
Agression (includes Domestic \Vio e C () m—————————
Trauma Related 1SS U e "
Supports (indiv, family, €O Uit )
Individual or Family Stren gt <
Suicide Ris |« |
Parenting S Kil | 1
Personality Disorder 1SS Ui
Obsessive Compulsive Related DisOr s
Medication Manag e m e i |
Substance Use Prob e 55—
Child Abuse/Neg | e C m———
Employment/\ocational/\Work Probl e < msmsmsmsmsmsmsmss
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Intellectual, Developmental Disali| it/
Physical Health |SSu e —
Eating Disorders
Public Safety Risk - ——
Other

Furtheranalysis othose same datgainstroviders selreporting as an evidendmsed practice
vs. those not describing themselves as evidéasedvas completed. Chart 8 suggests that there
was about a two-thirds chance of most issues being targeted by interventions describing
themselves as an evidendeasedpractice. The number of EBPs was discussed earlier as over
reported, so it would be expected thaire than 1 out of every 3 clients would not have access
to an EBP. (SeeChart 8)

Pagel9 of 28



Chart 8: Liklihood of a Behavioral Health Issue Targeted by an
Evidencebased or Promising Practice
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Another survey question asked about the age of the population the programs/services were

addressing. The s urescdabethaagkrande optmosesarfabdck adltlat o, A D
appl y) .)Asdésaribedl @ rart 9, on averagegyroviders were most likely to serveadults

between the ages of 25 and 44 years of age. Thirtine percent also indicated serving these

adul tds chil dr en b.@Hepwerdeast kkelyat@reporiosérving thephaneg e n
older population.
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Chart 9: Ages Served by Programs/Services
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Chart 10 describes theékelihood of the program or service being an evidencbasedor
researchbasedpractice is highest foradults ages25to 44 andleast likely for thoseover 65.

Chart 10: Liklihood Programs Serving Age Groups to
be an EBP or Reseatbhsed Practice

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

18-24 years
25-44 years
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m EBP/Researchm Not EBP

The Survey also asked about gender served bygregand serviceSherewere slightly more
women served than meRrograms and services selreported (n=517) serving about 55%
female and 486 male populations. Of those that described races/ethnicities served (n=508),
providers reported servingredominantly Black/African-American and White/Caucasian
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clients. Chart 11 below gives a breakdown of the rafbnicitiesproviders described being
served by their programs and service®roviders were also asked if they offered their
program/service in a langge other than Englis@nehundred and fortyour (19%)providers,

of the 773survey respondentseported yes, with Spanish being the other language by the vast
majority.

Chart 11: Races & Ethnicities Served

Native Americal Other

1%

Hispanl o
6% 3/0

Asian/Pacific Islandeg
206 \

Black/African___§
American
50%

\_ White/Caucasian
38%

When asked about capacity (n=515), 15% of providers reported aielgavére at capacity,
81% said they were operatingoelow capacity and 4% believed they weoxer capacitySee
Chart 12.

Chart 12: Program Capacity for Patients Served

Over Capacity
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At Capacity

7 15%

Below Capacity
81%
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ProgramFunding

Survey responden{®=456)were asked to describe the funding sources for their programns an
servicesChart 13 showsprograms rely on Medicaid for the majority of their funding. Other,
lesser, funding sources includekird-party private insurance, as well dsderal and state
government contracts and grants

Chart 13: Program/Service Funding Sources
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Theestimated average annual agency budgselfrepated (n=487)to provide the services and
interventions describedas $984,387

The likelihood of the ervice or intervention being anevidencebased orresearchbased
practices did not appear to be impactedsignificantly by the funding source The one
exception being State Government contractthat were proportionately motiean twice asikely
to be evidenceor researctbased(SeeChart 14.)

Chart 14: Liklihood of EBP/ReseaBdmsed Practice by
Funding Sources
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Qualitative Findings

Providers were asked to give their perceptions in three arbase included behaval health
priorities policy issues, and service gaps.

The first question waso rank order/prioritize gapsthey perceive in services given a list of

twenty behavioral health areas/issues They coul d al so writhme in Aot
hundrel and thirtyfive (n=342 providers responding to this survey questibw, following are

the highest perceivedyapsin order from highest to lowest

Anger management

Family focused behavioral health services

Aggression (including domestic violence) prevgion and intervention

Mental health wellnessprogramming

Crisis interventions (including suicidal behaviors)

arwnE

Respondent s weatstatepbliees beadithyaidorganizations ability to provide
behavioral health services the mo&b (n=214) These operended responses were coded and
categorized. Theop three responseareasvereas follows:

1. Medicaid expansion/ability to dfer behavioral health services (& 65)

2. Licensing (standards)/Uniform Regulations (including LDH, CARF, etc) (n=37)

3. Increasedcommunity servicegservice types & policiegexamples mentioned:
Motivational Interviewing, peer support, crisis intervention, opioid treatment,
Community Psychiatric Supports & Treatment (CPST), Psychosocial RehabRSR);
school/homeserviceg (n=34)

Other responses includewne/nothing (n=16)Yunding maintenance (n=63jl/everything (n=4);
improved payment models (n=4); care coordination policies (mefjt health supportive policies

(n=2); justice reinvestment program (n=Bealth Service Distrist noting access for indigent
populations that would otherwise not be served (NE2);i n6s Law & L®»Qodesi ana
(n=1), Federal government assistance (n=1); having only one MCO (n=1); allowing us to provide
service, but getting credentialed andintaining credentialing is aextensive, often horrible
process. Same has been experience with state licensure and communication from the state.
Providers are suffering which means clients suffer (n=1); Louisiana insurance mandate for ABA
services for Ausm (n=1); Louisiana Psychological Association (n=1); LSBME authorizing
telepsychiatry; NOW waivers (n=1); Physician Emergency Commitment / PEC (n=1); supporting
insurance carriers (n=1)

Next, the survey Ifyaulcald implement andlehlasgoral hialth service to
address what you perceive as the top need in your community, what would it hie(n=224
These opetended responses were coded and categorizedop hveere:

1. Funding, including higher Medicaid reimbursement (n=37)

2. Only one MCO or Return to State Management (n=19)
3. Offer more services and maintain access (n=19)
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Other responses included state and MCOs need consistent rules; (nkt®y/streamline
administrative policies (n=13); increase in the number of individual sessions andftbr dé¢ stay

for out and inpatient treatment (n=11gxtending insurance coverage (n=10); improve social
services (n=10); change limitations on clinical care staff/allow wider ability to contract (n=10);
more community based family sé&gs (n=8); improe substanceise (e.g.opioid) treatment
support/reduce restrictions (n=7); include policies/regulations that include underserved
communities (n=5); include provider input in policy making (n=4); improve crisis intervention
services/supports (n=3); allowPICs to bill Medicare (n=2); bill and receive payment for
preventive and risk assessment services allowing early identification (n=1); allocate more DCFS
workers to better respond to child abuse reports and provide more services for those families (n=1);
allow same day billing for behavioral health services in RHCs and FQHCs (n=1); better access for
all to receive benefits in mental health and medical health programs (n=1); better mental health
education for all to decrease stigma for people with mentahhisales, allowing for preventive
measures, and better information for primary care providers to increase importance of getting
assistance or preventing mental health issues (n=1); collaboration with the Department of
Education for irschool services praded by norlicenses staff persons (n=1); eliminating the 60

day OTR requirement for clients receiving CPST/PSR services (n=1); enrollment process for
MCOs needs to be quarterly instead of annually (n=1); expand healthcare payment assistance
(n=1); have al.MHP on site 35 hrs per week (n=1); state should require all MCOs to credential
newly licensed providers (n=1); always keep agencies abreast of new policies and procedures
(n=1); knowledge of mental health (n=1); managed care (n=1); understanding ofptréance

of mental health assistance (n=1); reporting treatment compliance to the Social Security
Administration for those who have mental health disabilities and receive SSI (n=1); stope
insurance programs from interfering with treatment/medicationidasignd availability of meds

(prior authorizations) and other med denials (n=1)

The survey t hefyoa sokléidhplemenoany lbleaviosal hedith service or
practice to address what you perceive as a top need in your community, what woltde? 0
(n=239 These opemended responses were coded and categorizedophmesponsesvere:
1. Specific issue/ondition treatment support (n=47)
Addiction / Substancase treatment (31)
Anger management (5)
Chronic mental illness support (4)
Eating disoder support (3)
Family violence resources (3)
Autism services (1)
Improved access (e.g., more providers, community programs, centers) (n=33)
Family focused/parenting support (n=27)
Social services (e.g., housing, life skill education) (n=23)
Trauma Preverntion/Support (including homicide reduction) (n=18)

~0ooow

abrwn

Other responses includetensive youth services (n=13)etter integration with somatic disease
care (n=12); case management (n=dal diagnosis/coccurring specific programming (n=3);
group homes @3); medication management (n=3); mental health education (n=3); MCOs not

Page25 of 28



providing/covering services providers want (n=3Jpgnitive Behavioral Therapy (n=2);
Dialectical Behavioral Therapy (n=2); increased number of sessions (n=2); EMDR (n=1);
increasedunds for mental health services (n=1); CA service that is more culturally focused on
populations we serve (n=1); adults ages218with mental disorders (n=1); enforce stricter
regulations for delivery of behavioral health services, such as provideficpiains and fraud
prevention (n=1); PTSD care (n=1); mandating the Medicaid insurance companies to authorize
CPST and PSR units for outpatient care based on clinicians assessment and a doctor out of state
who never met the member (n=1); intensive ougpdt(n=1); mental health rapid entry (n=1);
mental health services for adults (n=1); MHR (n=1); mobile crisis intervention (n=1); provision of
outreach services (n=1); MST (n=byerall mental health (n=1); prevention (n=1); psychological
reports for Mettaid clients (n=1); requirement to attend treatment (n=1); change back to Magellan
or a similar managed care agency for Medicaid (n=1).

Finally, the s ulblfyecpuldaeseive tthinipgrincaspedifie prastice tgioffer
Medicaidclients , what woul d you (n3265€elTheseopendeédresgonsesn g i n
were coded and categorized. Thp responsesvere:

Trauma (including suicide risk/prevention, PTSD, and Crisis) (n=49)

Evidence/Researchbased practices (including ACT, MI, CBT, DBT, EMDR) (n=27)
Substanceuse(including MAT) (n=22)

Billing/Interaction with Medicaid (n=14)

Family and parent oriented therapies (n=10)

arwnE

Other responses included available resoufoegatients (n=9); job interviewing/training/skills

(n=8); sexualperpetrator and victimization training (n=4&ating disorders (n=3gny type of

training (n=3);mediation management (nx3Kkills building (n=2); therapeutic relationship (n=2);
donot want any more training/ a d;e Gruskbasedl y t r
Relational Intervention (TBRI) (n=1); wholistic approaches to care (n=Beramanagement

(n=1); stepping outside the box and learning the onset and triggers not only in families or
individuals but as a whole community (n=1); chemical irabeés in the brain that offset triggers

and are related to individuals acting out (n=1); autism (n=1); behavioral health (n=1); case
management (n=1); enccurring disorders (n=1); domestic violence (n=1); healthy relationships
(n=1); influencing personsegisions to seek needed help (n=1); hypnosis (rpsychotherapy

(n=1); independent living skills for adults (n=1); LGBT community (n=1); mental health(n=1);
MHS and MHP need more hands on training available from the state (n=1); mindfulness
curriculum (r=1); in-depth training for the clinicians who provide treatment for community
members with mental health diagnoses (n=1); peer support (n=1); reaching more families through
the use of technology (n=1); state required outpatient training for all admioistratvners, and
licensed staff persons (n=1); stress and anxiety management specific to their stressors (community
and financial problems) (n=1); transition care (n=1)
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CONCLUSIONS

This survey of thadultbehavioral healtlservice providers of Louiaha was both successand
challenging.The largest challengegereacquiring andleaning provider ligin order toestablish

an efficient way to contact providers (i.e., via emdidsed on the final list of providers is

apparent that several aseaf Louisiana may be underservedyticularlyrural areasThere are

areas of central and south Louisidhatappear to haview reported service providevgithin an
accessibldifteen or thirty mile radius(seeGrapls A & B). Thirty-four percentof Lai si anads
identified adult providers successfully responded to the surveyeal lessons were learned,
conclusions drawn, and recommendations made for foetmavioral healtipractices. These are
summarized below.

Available Medicaidmental healthdiagnosis datafor adults served in Louisiana in 20ivere
coupled with regional.S. census data fwovidea view of the mental health burden throughout
the state For instanceaccording to the DSM and the National Institute of Mental Healthe
prevaleme of Schizophrenia and other Psychdiisordersnationally is as high as 0%.
Louisiana Medicaid diagnosis data reflects a higinevalencdor this category of diagnosgwith

a median of 1.54%see Table 1)ConverselyLouisian@ prevalence rateer all othercategories

are lower whertompared to U.S. population prevaleneesvalenceraries by regions with some
regions much more impacted than others. As for the overall prevalence being lower than national
averages for most categories, this cobll interpreted several ways. Medicaid may not be
effectively reachingertainmentally ill populations, diagnoses may not be accurately assessed,
and/or somediagnoses, like persolitg disorders, might rarely mee criteria for a primary
diagnosis to waent coverage. These possibilities would need to be further researched fer clear
answers.

Providers responding tihis survey were primarily from outpatient mentaklie and outpatient
substancause treatment centetBroughout Louisiangdsee Chartd & 2). Over two-thirds of

providers self-reportedusing an evidenebased orresearchedbasedpractice with external,
nationally published research supportirigization (see Chart 3However, his is likely to bean

inflated selfassessment as manytbé programgranging from 13% to &% depending on item)

failed to describaising key components of research driven practi(s=e Chart 4)This may
suggesgpual ity i mprovement areas for LoWAreasofanads
improvemen that could be targetedinclude external licensing,training, supervision,
documentation, fidelity monitoring, outcome monitorirapd using or developingreatment
manuals.

In regards to thevorkforce delivering serviceg st overa quarter could beatgeted to change
their service provisions to those that are more research dseerChart 5)Given that the majority
of thestaffare reportedtp 0 s s e s s Ma sancemost Sequebralgreperewsorking in teams
of eightproviders, severadult am family EBPs could be implemented@hese EBPs could target
the areas with the least likelihood of a referral receiving an EBP, suthgient mental health
agenciegsee Chart 6). Also, given tmationalprevalence of substanasedisorderq8.5%), the
low clinical identification (3.3% to 4.6%@mong Louisianadultsaccessing Medicaid services
and the number of providers indicatitigey are providing substanase treatment, this could be
an area for workforce capacity development. Finally, providenre also least likely to report
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servingadults 45 and ovewith quality behavioral health servicéseeCharts 9 & 10) thus
developing the workforceto addrésh i s o | d e meegsoydaddrass a gamidLouisiana
services

Given both the quaditative and qualitative responses to the survey, providers appear to be heavily
reliant on Medicaid funding (see ChaB)1Many agenciegre reporting relying on Medicaid for
100% of their behavioral health service fundifidnese programs were equally l&ely to self
reportedas arevidencebased oresearckbasedoractice as they were to be neither (see Clrt 1
This offers a targeted group of providers that may have the capacity to further develop&EBPs
well as a group that may benefit from atmisedevelopingthe business practices necessary to
sustain EBB under Medicaid funding. Several key informant discussions with providers also
suggestshatfurther development is needed to merge EBP and Medicaid business models. Many
EBPs are shotterm,intense interventions, while traditiaiMedicaid approaches rely on frequent,
long-term contact with the populations served. Findingsia incentivizéhe use of EBPs without
needing to transition to longer term Medicaid supported o@ag be key to inproving the
likelihood of positive outcomes for many populations while also lowering overall system cost.
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